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The emphasis on the term community care represents to me something new in sociomedical policy. This is a type of patient care that is actively and positively required in the patients' best interests, and not as a second best thought to be greatly cheaper than hospital or institutional care. Indeed, this concept today declares that it is better, wherever possible, to provide help and support for patients and clients living in their own homes, with their own families, in their own neighbourhood, rather than in institutions.
The second guide-line of the local authority's responsibilities for the chronic sick in the community is the formation of family health care teams. The relative inefficiency and ineffectiveness of isolationist professional effort has been pointed out in various reports with the result that larger group practices and consequently larger teams of attached nurses have been formed. Surgery nursing is increasing and domiciliary visits both with and for the GP are all part of the daily role of the health visitor or district nurse. There has been a subsequent rise in the nurse's status, increased efficiency. and greater interest in all cases now that the diagnosis, prognosis, treatment and changes in treatment are known. Changes have been made in the composition of the health team and there are expected to be functional changes in the duties of the nurses as well as the addition of enrolled nurses and lay assistants. Further development must take place based on the concept of a multidisciplinary team including social workers and members of professions supplementary to medicine. Nurse management becomes essential to the proper deployment of nursing staff as teams continue to grow.
Thus, the evidence is that medical care in all its aspects is starting to polarize into that provided at the district general hospital and that provided at the health centre. The development of larger teams in the community, better trained and qualified for their task, will more adequately meet the needs of the contemporary community.
One of the local authority's main responsibilities in the care of the chronic sick is housing. Unfortunately housing is not the responsibility of the social services department and a good deal of administrative difficulty may be encountered in this field. In Cumberland, welfare funds are set aside for the adaptation of property for the convenience of handicapped persons and probably an equal amount is spent by housing authorities. In addition, home adaptation for hemodialysis is also financed. Another responsibility is loan equipment where various items are available for home use. Administration difficulties may concern the overlapping responsibility of the hospital service in this matter. Further responsibilities are employment or diversional activities, such as sheltered workshops, where residents feel they are actively needed by the community to make useful articles, and the provision of transport. Voluntary societies are showing the way in the provision of suitable vehicles and future demands may have to be met by ambulance services and social services departments.
Residential care for the chronic sick in the community is now the responsibility of the director of social services. There is an emerging need in the county for middle age residential provision in addition to the unit for 20 younger chronic sick which has been set up in West Cumberland. The extent to which the community has been involved in the unit is quite marked. Most of the problems have been dealt with. by a medical advisory committee attended by the consultant in physical medicine and his wisdom and advice have proved invaluable.
The medical officer of health and the director of social services need to take a wide angle view of each case so that care may be planned in an attempt to overcome a sense of downward progression. Design and Accommodation Ecology has been defined as the relations between the organisms and their environment. An organism is an organized body consisting of mutually dependent parts fulfilling functions necessary to the life of the whole. The environment is the total situation. In caring for the chronic sick we must reintegrate the patient as fully as possible into this total situation. There are four approaches to this problem, the first three of which concern the patient: maximum physical build-up; help by bioengineering skills in the form of appliances; and help from domestic engineering know-how in the form of aids. I shall be dealing with the fourth approach, which is through design and accommodation so that the environment is adapted to meet the needs of functional disabilities.
To do this one needs further facts about the patient's relationships and activities in the home and at work, and his performance as assessed by his family, his family doctor, friends, work-mates, medical social worker and the patient himself. From this information we can place a person in one of the following broad categories: mobile independent, semi-dependent or fully dependent.
Whenever possible the aim must be to enable the patient to continue to live at home. The programme will have to be malleable and designed sequentially and will, of course, involve 12 mainly problems of width and levels. Points that may have to be considered in relation to the front door are the possible needs for specially sited keyholes and handles and a two-way call system with electronically controlled door locking and release systems. Inside the house, general considerations will be width of passages and doorways. The importance of these varies directly with the size of the wheel-chair; here I would like to stress that the diagonal measurement, often overlooked, is frequently the most important one, since in going through a doorway the chair may describe an arc. In the case of a door which will not open to more than a right angle, the thickness of the door must be subtracted from the width of the doorway.
Slopes of about 1 in 10 feet can be reasonably managed by a patient or an assistant pushing a patient. Special consideration must be given to the transfer of patients from bed to chair, chair to WC, chair to bath and vice versa. This may involve ceiling/roof strength sufficient to support a track. Kitchen arrangements should be on production flow lines; a horseshoe arrangement designed on a radius from the shoulder is very practical.
Some problems are brought about in an effort to economize, which is understandable when costs vary from £5 per square foot for a house to £9 per square foot for a hospital-type building. At the same time, embarrassing problems can arise from inadequate passage widths and awkwardly sited stairways which will seriously impede a stretcher. Multistorey accommodation presents special problems and it must be borne in mind that private lifts and the single step escalator type of stairway are expensive and have high installation costs.
In a small bathroom/wc the door often opens into such a confined area that it is difficult to close it with the chair inside. Similarly, an ill-placed washhand basin can interfere with the chair transit. I would like to emphasize two special points in relation to bathroom designs for disabled persons: (1) The 'Sitz' type of bath can be dangerous to enter and difficult to leave.
(2) Difficulties can be caused by the placing of the low transverse horizontal bath rail attached often to the taps; by and large, a vertical 2 ft rail mounted centrally on the wall is easier and safer. It is seldom possible to vary the siting of the lavatory pan but when possible it should be sited so that the stronger side of the patient is near enough to the wall to make use of the handrails, &c.
Patient handling may be facilitated by a mobile hoist for transfer from chair to car and vice versa. Disadvantages are that it cannot be operated or propelled by the patient; that it occupies a large area in living room or bedroom; and that several accidents, some fatal, have been caused by the hoist tipping in use due to the higher fulcrum and swinging of centre of gravity combined with narrowed base necessary for going through doorways. Track attached to the ceiling or bed can support a small trolley for carrying a chain or electric hoist. Over 300 such installations have been provided, mostly in the south of England. They are relatively inexpensive and require minimal maintenance.
Modification of existing accommodation is usually easiest and quickest although it can present problems. The alternative of building special flats and bungalows for the handicapped was considered many years ago by the Winchester City Corporation and it was found impracticable due to the difficulty of timing the provision of a home to coincide with the occurrence of the handicap problem, with the result that a flat was left unoccupied or else had to be occupied by normal people who quite naturally resented being moved. The outcome of this was to design a home in which normal people could live but which could be easily and inexpensively adapted to enable them to go on living there should they become handicapped. This involved no extra cost.
A lot more work needs to be done for long-stay young chronic sick units. Clinical facilities tend to dominate domestic comforts, due in the main to the wrong concept of the units being designed as a hospital rather than as a home. Dr Marcia Wilkinson (Regional Neurological Unit, Eastern Hospital, London E9)
The Patient
The term chronic sick is a depressing description of patients who are in need of help. It implies that the condition is constant, but this is rarely true of patients as they are nearly always getting either better or worse. In addition, the family situation is changing. Those in charge of a patient usually know whether they are likely to improve or deteriorate, but sometimes this is not taken into account by those planning the accommodation for young disabled people. Most young people with head injuries will improve, while patients with disseminated sclerosis will deteriorate and therefore they need entirely different types of accommodation. Head injury patients, who may be severely ill for weeks or months after the accident require full hospital facilities followed by active rehabilitation. Patients with disseminated sclerosis present a very different problem as active treatment is of limited value and long-term accommodation therefore should provide them with, as far as possible, a home rather than a hospital atmosphere.
